Head: Shell Wound of Head, dc. inion line, 35 cm. At this time he suffered greatly from headache.
The lower portitDn of the left half of the face was weak and the tongue was protruded somewhat to the left. All the deep reflexes on the left side were brisker than those on the right, but there was no ankle clonus and the plantar gave a downward response; the abdominal reflex was absent on the left side. Grasp of the left hand was weak and isolated movements of the fingers were poorly performed. The lower extremity was not affected. The greatest change was in the sensations from the left hand and foot. Recognition of passive movement was diminished in the whole of the left hand and great toe, but not in elbow, shoulder or ankle. The coiapasses were badly discriminated over index, middle, ring and little fingers and over the left sole. Localization was poor over the four fingers but good over the sole. The tactile hairs showed loss of sensibility of these fingers and the sole, but there was no definite loss to temperature, and prick was unaffected. There was gross loss of recognition of shape and texture in the left hand.
In May, 1919, he was admitted under my care, at the Empire Hospital, for headache. The wound was deeply depressed, pulsating, and he was perpetually conscious of the opening. Stooping upset him; he could not travel in the train or play golf. Concentration and intellectual effort at once brought on a headache. The physical condition was almost exactly as before.
On May 28, 1919, Mr. Wilfred Trotter filled in the hole in the skull with a piece of bone taken from the right shin. The wound healed by first intention.
The skull now felt completely normal on palpation, and it would have been difficult to say where it had been repaired. All signs of pulsation had disappeared, and the scar was absolutely painless. He was no longer troubled with the feeling of an opening in the skull, but could stoop and make unexpected movements without any abnormal sensation. His power of intellectual effort increased, and he was again able to play golf.
[This patient was unavoidably prevented from attending the meeting, and was replaced by the following officer.]
(2) Captain E. N. C., Indian Army, on February 19, 1918, was serving in Mesopotamia; his saddle slipped, and he fell under his horse. He was kicked in the left parieto-occipital region, and sustained a compound fracture of the skull. He was operated upon within a few hours. "Bone fragments were removed; the brain below the injury was pulped to a depth of about 3 in., and hernia cerebri developed, which subsided after three lumbar punctures." He was admitted to the Empire Hospital for Officers on September 6, 1918. The wound had healed completely and was covered with a deeply depressed pulsating scar. He showed definite aphasia and right hemianopia, with loss of central vision on the blind side. There were no other abnormal physical signs. He suffered from no headache, but was much troubled with consciousness of the opening in his skull. He could not stoop or make any sudden movement without the pulsation increasing considerably. He was easily tired, both by travelling in the train and intellectual effort. Physical exertion, such as walking, did not produce abnormal fatigue.
On October 17, 1919, Mr. Wilfred Trotter filled in the hole in the skull with three grafts from the tibia. The opening measured 11 cm.
in length, and 5i cm. vertically. The wound healed by first intention, and when the patient was shown at the meeting, it was impossible to make out with certainty where the opening had been.
The most striking change was the patient's recovery of confidence in himself; he no longer feared to stoop, or to make sudden movements, and lost the habit he had acquired of placing his hand over the opening when he sneezed or coughed. Associated with this recovery of self confidence, his power of speech distinctly improved.
Closure of Openings in the Skull by Bone Grafts. By WILFRED TROTTER, M.S. OPERATION: The opening is exposed by the reflection of a large flap, not including the pericranium. If the scar of the original injury in the scalp is of doubtful vitality it should be excised and the opening in the flap stitched up. The gap in the skull is outlined by an incision down to the bone at its edge. The pericranium is reflected away from the opening. The dura and scar are freed from attachment to the bone, and the scar is pared down as much as is possible without opening the subdural spce. No harm will result if the subdural space is accidentally opened. The rounded edge of the bone is cut away with a chisel so as to give a flat surface on which a graft can lie. Thin slices of adequate size to overlap the opening are then cut with a frame saw fronm the inner surface of the tibia, the periosteum being divided and reflected in such
